PROTECTIVE MASKIRESPIRATOR REQUEST FORM

' SECTION | — User Information (Completed by supervisor or sponsor)

2. Socnal Securlty Number ]

1._Name of User: (Print or Type)
Last Name | First Name [ ™I
| I — - -
3. Job Title and Series/MOS: 4. Phone 5. Bidg
Number: Number:

6. Organization: 7. Office

Symbol:
8. Description/Type of work being done:
9. List potential contaminants and their physical state:
10. Additional protective clothing/equipment to be worn:
11. Will mask/respirator be used for escape purposes only? (Circle one) Yes No
12. Temperature extremes: 13. Humidity extremes:

High °F  Low °F Low (0-39%) Medium (40-60%) High (61-100%)
14. Expected physical work effort: I 15. Hours per day expected to 16. Days per week expected to use
Light Moderate Heavy | use respirator: respirator:
18. Date

17. Printed name and signature of supervisor/sponsor

| SECTION Il — Industrial Hygiene Evaluation (Comple

1. Assessment of exposure potential:

2. Recommended protection: D Military Mask
D Powered Air Purifying (PAPR) D Half-Face Air Purifying
D Self-Contained Breathing Apparatus (SCBA) D Full-Face Air Purifying
E] Emergency Breathing Apparatus D Supplied Air

4. Respirator considered voluntary use?
Yes No

3. Comments:

5. Type of cartridge needed:

6. Recommended cartridge change-out schedule:

7. Printed name and signature of Industrial Hygienist: 8. Date

SSB Form 1245-R, 1 Mar 00 (Supersedes STEAP-SH Fm 56-R & SCBRD Fm 1129-E, which may not be used).



'SECTION Il — Medical Information (Completed by Occupational Health)

1. Restrictions (Check all that apply)
D No restriction on respirator use D No respirator use is permitted D Optical inserts required
D Restriction — power air purifying respirator required (PAPR)

D Specific respirator use restrictions, as follows:

2. Other comments:

3. Printed name and signature of Physician 4. Date

Training Date:

| am aware that in addition to having received training and a respirator fit test by a competent individual, | must positively
and negatively fit check my respirator prior to each use; report an improper fit, damage, or respirator defect to my
supervisor/sponsor; and request a new fit test if there is any change in my facial configuration (e.g., weight loss/gain,
surgery, eftc.).

User’s signature Date




